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Authorization for Release of Health-Related Information
This Authorization is intended to comply with the HIPAA Privacy Rule

___________________________________________________  _______________________
Name of Proposed Insured/Insured [please print legibly]    Date of Birth

___________________________________________________  _______________________
Name of Proposed Insured/Insured [please print legibly]    Date of Birth

___________________________________________________  _______________________
Name of Proposed Insured/Insured [please print legibly]    Date of Birth

I, the named person above, authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical 
facility, or other health care provider that has provided payment, treatment or services to me or on my behalf ("My Providers") to disclose my 
entire medical record and any other protected health information concerning me to American Continental Insurance Company ("ACI") or to its 
agents, employees, and representatives. This Authorization applies to information about: my past, present, or future physical or mental health or 
condition; health care I receive; the past, present or future payment for my health care; and any related diagnosis, treatment, or prognosis. This 
includes, but is not limited to, information about: drugs; tobacco, alcoholism and mental illness; and may be in electronic or paper form. This 
includes any information regarding the diagnosis or treatment of the Human Immunodeficiency Virus infection and sexually transmitted diseases.

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do not apply to this 
Authorization whatsoever and that I instruct any physician, health care professional, hospital, clinic, medical facility, or other health care 
provider to release and disclose my entire medical record without restriction.

This protected health information is to be disclosed under this Authorization so that ACI may: 1) underwrite my application for coverage, 
make eligibility, risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance; 3) administer claims and determine or fulfill 
responsibility for coverage and provision of benefits; 4) administer coverage; and/or 5) conduct other legally permissible activities that relate to 
any coverage that I have or have applied for with ACI.

This Authorization shall remain in force for twenty-four (24) months following the date of my signature below for the purpose of collecting 
information in connection with my application for insurance, reinstatement of my policy or a change in policy benefits. This authorization shall 
remain in force for the term of coverage of the policy in connection with a claim for benefits under the policy. A copy of this Authorization is 
as valid as the original Authorization itself. I understand and agree that I have the right to revoke this Authorization in writing, at any time, by 
sending a written request for revocation to ACI to the attention of the Underwriting Department at the above address. I understand and agree 
that a revocation is not effective to the extent that any of My Providers have relied upon this Authorization, or to the extent that ACI has a legal 
right to contest a claim under an insurance policy or to contest the policy itself since any such revocation may prevent ACI from completing its 
review of policy claims. Such revocation shall not apply to any use or disclosure of my protected health information specifically allowed without 
Authorization by HIPAA and that no action relating to this Authorization shall be construed to create any restriction whatsoever on the uses of my 
protected health information that HIPAA allows without my Authorization. I understand and agree that any information that is disclosed pursuant 
to this Authorization may be redisclosed and is no longer covered by federal rules governing privacy and confidentiality of health information.

I understand that My Providers may not refuse to provide treatment or payment for health care services if I refuse to sign this Authorization. I 
further understand that if I refuse to sign this Authorization to release my complete medical record, ACI will not be able to process my application, 
or if coverage has been issued, may not be able to process policy claims. I acknowledge that I have received a copy of this Authorization and 
my authorized representative is also entitled to receive a copy of this form upon request.

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

TO AGENT: Have Applicant complete and sign front and back of Home Office Copy (White) to submit with application. 
Give Applicant the Applicant Copy (Yellow).
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Authorization for Release of Health-Related Information
This Authorization is intended to comply with the HIPAA Privacy Rule

___________________________________________________  _______________________
Name of Proposed Insured/Insured [please print legibly]    Date of Birth

___________________________________________________  _______________________
Name of Proposed Insured/Insured [please print legibly]    Date of Birth

___________________________________________________  _______________________
Name of Proposed Insured/Insured [please print legibly]    Date of Birth

I, the named person above, authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical 
facility, or other health care provider that has provided payment, treatment or services to me or on my behalf ("My Providers") to disclose my 
entire medical record and any other protected health information concerning me to American Continental Insurance Company ("ACI") or to its 
agents, employees, and representatives. This Authorization applies to information about: my past, present, or future physical or mental health or 
condition; health care I receive; the past, present or future payment for my health care; and any related diagnosis, treatment, or prognosis. This 
includes, but is not limited to, information about: drugs; tobacco, alcoholism and mental illness; and may be in electronic or paper form. This 
includes any information regarding the diagnosis or treatment of the Human Immunodeficiency Virus infection and sexually transmitted diseases.

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do not apply to this 
Authorization whatsoever and that I instruct any physician, health care professional, hospital, clinic, medical facility, or other health care 
provider to release and disclose my entire medical record without restriction.

This protected health information is to be disclosed under this Authorization so that ACI may: 1) underwrite my application for coverage, 
make eligibility, risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance; 3) administer claims and determine or fulfill 
responsibility for coverage and provision of benefits; 4) administer coverage; and/or 5) conduct other legally permissible activities that relate to 
any coverage that I have or have applied for with ACI.

This Authorization shall remain in force for twenty-four (24) months following the date of my signature below for the purpose of collecting 
information in connection with my application for insurance, reinstatement of my policy or a change in policy benefits. This authorization shall 
remain in force for the term of coverage of the policy in connection with a claim for benefits under the policy. A copy of this Authorization is 
as valid as the original Authorization itself. I understand and agree that I have the right to revoke this Authorization in writing, at any time, by 
sending a written request for revocation to ACI to the attention of the Underwriting Department at the above address. I understand and agree 
that a revocation is not effective to the extent that any of My Providers have relied upon this Authorization, or to the extent that ACI has a legal 
right to contest a claim under an insurance policy or to contest the policy itself since any such revocation may prevent ACI from completing its 
review of policy claims. Such revocation shall not apply to any use or disclosure of my protected health information specifically allowed without 
Authorization by HIPAA and that no action relating to this Authorization shall be construed to create any restriction whatsoever on the uses of my 
protected health information that HIPAA allows without my Authorization. I understand and agree that any information that is disclosed pursuant 
to this Authorization may be redisclosed and is no longer covered by federal rules governing privacy and confidentiality of health information.

I understand that My Providers may not refuse to provide treatment or payment for health care services if I refuse to sign this Authorization. I 
further understand that if I refuse to sign this Authorization to release my complete medical record, ACI will not be able to process my application, 
or if coverage has been issued, may not be able to process policy claims. I acknowledge that I have received a copy of this Authorization and 
my authorized representative is also entitled to receive a copy of this form upon request.

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

TO AGENT: Have Applicant complete and sign front and back of Home Office Copy (White) to submit with application. 
Give Applicant the Applicant Copy (Yellow).
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REQUEST FOR INFORMATION
This Request is intended to comply with the HIPAA Privacy Rule

___________________________________________________ _____________________________
Name of Proposed Insured [Please print legibly]   Date of Birth

I UNDERSTAND that American Continental Insurance Company ("ACI") has other products, services or special discounts that 
are available to me through it and its business partners. To inform me of these offers, I AUTHORIZE ACI to use or disclose 
collected information about me to itself, its affiliated companies, marketing partners, agents and service providers. ACI may 
use my information to determine if certain offers would interest me. Such collected information may include: demographic 
information, including name and address; information about my transactions and experiences with ACI; information received from 
me regarding health information, income, assets, credit history or other financial information.

I UNDERSTAND that I am not required to sign this Request for Information and if I fail to do so, such failure will not affect 
my ability to obtain coverage or available benefits. I also understand that if I decide not to sign this Request for Information, it 
may prevent ACI from advising or disclosing to me of other non-health related services or products which may interest me in the 
future.

I UNDERSTAND that ACI WILL NOT disclose any medical records received by ACI from my physician or health care provider 
pursuant to this Request for Information. If ACI does disclose such collected information, it may receive compensation by its 
marketing partners or other third parties that receive such collected information.

I UNDERSTAND that any such collected information disclosed pursuant to this Request for Information may be subject to re-
disclosure by the recipient and no longer protected by the privacy rule under the Health Insurance Portability and Accountability 
Act.

I UNDERSTAND that this authorization shall remain valid for twenty-four (24) months from the date stated below. I may 
exercise my right at any time to revoke this authorization by providing written notice to ACI. 

I UNDERSTAND that a copy of this Authorization shall be as valid as the original.

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

American Continental Insurance Company



REQUEST FOR INFORMATION
This Request is intended to comply with the HIPAA Privacy Rule

___________________________________________________ _____________________________
Name of Proposed Insured [Please print legibly]   Date of Birth

I UNDERSTAND that American Continental Insurance Company ("ACI") has other products, services or special discounts that 
are available to me through it and its business partners. To inform me of these offers, I AUTHORIZE ACI to use or disclose 
collected information about me to itself, its affiliated companies, marketing partners, agents and service providers. ACI may 
use my information to determine if certain offers would interest me. Such collected information may include: demographic 
information, including name and address; information about my transactions and experiences with ACI; information received from 
me regarding health information, income, assets, credit history or other financial information.

I UNDERSTAND that I am not required to sign this Request for Information and if I fail to do so, such failure will not affect 
my ability to obtain coverage or available benefits. I also understand that if I decide not to sign this Request for Information, it 
may prevent ACI from advising or disclosing to me of other non-health related services or products which may interest me in the 
future.

I UNDERSTAND that ACI WILL NOT disclose any medical records received by ACI from my physician or health care provider 
pursuant to this Request for Information. If ACI does disclose such collected information, it may receive compensation by its 
marketing partners or other third parties that receive such collected information.

I UNDERSTAND that any such collected information disclosed pursuant to this Request for Information may be subject to re-
disclosure by the recipient and no longer protected by the privacy rule under the Health Insurance Portability and Accountability 
Act.

I UNDERSTAND that this authorization shall remain valid for twenty-four (24) months from the date stated below. I may 
exercise my right at any time to revoke this authorization by providing written notice to ACI. 

I UNDERSTAND that a copy of this Authorization shall be as valid as the original.

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

____________________________________ ______ _____________ _________________________________________________ 
Signature of Proposed Insured/Insured    Date   Description of Personal Representative's Authority, if applicable

American Continental Insurance Company



IMPORTANT NOTICE: REPLACEMENT OF LIFE INSURANCE OR ANNUITIES

This document must be signed by the applicant and the producer, and a copy left with the applicant.
You are contemplating the purchase of a life insurance policy or annuity contract. In some cases this purchase 
may involve discontinuing or changing an existing policy or contract. If so, a replacement is occurring. Financed 
purchases are also considered replacements.
A replacement occurs when a new policy or contract is purchased and, in connection with the sale, you discontinue 
making premium payments on the existing policy or contract, or an existing policy or contract is surrendered, 

the withdrawal or surrender of or by borrowing some or all of the policy values, including accumulated dividends, 

replacement.
You should carefully consider whether a replacement is in your best interest. You will pay acquisition costs and there 
may be surrender costs deducted from your policy or contract. You may be able to make changes to your existing 

existing policy and may reduce the amount paid upon the death of the insured.
We want you to understand the effects of replacements before you make your purchase decision and ask that you 
answer the following questions and consider the questions on the back of this form.

1. Are you considering discontinuing making premium payments, surrendering, forfeiting, assigning to the 
insurer, or otherwise terminating your existing policy or contract?  ____ YES     ____NO

2. Are you considering using funds from your existing policies or contracts to pay premiums due on the new 
policy or contract?  ____ YES     ____NO

If you answered “yes” to either of the above questions, list each existing policy or contract you are contemplating 
replacing (include the name of the insurer, the insured, and the contract number if available) and whether each 

INSURER NAME CONTRACT OR POLICY # INSURED REPLACED (R) OR FINANCING (F)
1. _______________________________________________________________________________________
2. _______________________________________________________________________________________
3. _______________________________________________________________________________________

Make sure you know the facts. Contact your existing company or its agent for information about the old policy or 
contract. If you request one, an in-force illustration, policy summary or available disclosure document must be sent 
to you by the existing insurer. Ask for and retain all sales material used by the agent in the sales presentation. Be 
sure that you are making an informed decision.

The existing policy or contract is being replaced because ____________________________________________.

____________ ________________________________________ ___________________________________
Date  Applicant’s Signature Applicant’s Printed Name

____________ ________________________________________ ___________________________________
Date  Producer’s Signature Producer’s Printed Name

I do not want this notice read aloud to me. __________ (Applicant must initial only if they do not want the notice 
read aloud.)

ACIFE01230 082412

American Continental Insurance Company



A replacement may not be in your best interest, or your decision could be a good one. You should make a careful 

way to do this is to ask the company or agent that sold you your existing policy or contract to provide you with 
information concerning your existing policy or contract. This may include an illustration or how your existing policy 
or contract is working now and how it would perform in the future based on certain assumptions. Illustrations should 
not, however, be used as a sole basis to compare policies or contracts. You should discuss the following with your 

 Could they change?
 You’re older - are premiums higher for the proposed new policy?
 How long will you have to pay premiums on the new policy? On the old policy?

 Acquisition costs for the old policy may have been paid; you will incur costs for the new
 one.
 What surrender charges do the policies have?
 What expense and sales charges will you pay on the new policy?
 Does the new policy provide more insurance coverage?

 more, or you could be turned down.
 You may need a medical exam for anew policy.

 inaccurate statements. Suicide limitations may begin anew on the new coverage.

 How are premiums for both policies being paid?
 How will the premiums on your existing policy be affected?

 What values from the old policy are being used to pay premiums?

 Will you pay surrender charges on your old contract?
 What are the interest rate guarantees for the new contract?
 Have you compared the contract charges or other policy expenses?

 What are the tax consequences of buying the new policy?
 Is this a tax-free exchange? (See your tax advisor. )

 Will the existing insurer be willing to modify the old policy?
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We want you to understand the effects of replacements before you make your purchase decision and ask that you 
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insurer, or otherwise terminating your existing policy or contract?  ____ YES     ____NO

2. Are you considering using funds from your existing policies or contracts to pay premiums due on the new 
policy or contract?  ____ YES     ____NO

If you answered “yes” to either of the above questions, list each existing policy or contract you are contemplating 
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INSURER NAME CONTRACT OR POLICY # INSURED REPLACED (R) OR FINANCING (F)
1. _______________________________________________________________________________________
2. _______________________________________________________________________________________
3. _______________________________________________________________________________________

Make sure you know the facts. Contact your existing company or its agent for information about the old policy or 
contract. If you request one, an in-force illustration, policy summary or available disclosure document must be sent 
to you by the existing insurer. Ask for and retain all sales material used by the agent in the sales presentation. Be 
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American Continental Insurance Company



A replacement may not be in your best interest, or your decision could be a good one. You should make a careful 

way to do this is to ask the company or agent that sold you your existing policy or contract to provide you with 
information concerning your existing policy or contract. This may include an illustration or how your existing policy 
or contract is working now and how it would perform in the future based on certain assumptions. Illustrations should 
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 Could they change?
 You’re older - are premiums higher for the proposed new policy?
 How long will you have to pay premiums on the new policy? On the old policy?

 Acquisition costs for the old policy may have been paid; you will incur costs for the new
 one.
 What surrender charges do the policies have?
 What expense and sales charges will you pay on the new policy?
 Does the new policy provide more insurance coverage?

 more, or you could be turned down.
 You may need a medical exam for anew policy.

 inaccurate statements. Suicide limitations may begin anew on the new coverage.
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PRODUCER STATEMENT

In connection with a Replacement of Insurance Transaction:
I certify that:

material

_____________________________________    _____________________________________

_____________________________________    _____________________________________

_____________________________________    _____________________________________

Date: ____________________________  ______________________________

______________________________

Replacement Policy

American Continental Insurance Company




